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============

The concept of self-epistemic authority (SEA) refers to the subjective judgement of the level of expertise and knowledge a person has in a given domain. The concept is derived from the more general notion of epistemic authority (EA), which was introduced by Kruglanski ([@R15]) as a part of his lay epistemic theory. Epistemic authority addresses the extent to which an individual is inclined to treat a source of information (e.g., other people, magazines, the Internet) as valid and unquestioned (for a review, see [@R16]). High EA may be so powerful that it can override other sources of information and exert a determinative influence on individuals' opinions and corresponding behaviors. People process the information from high EA sources as more definite, they are more certain of it, and they tend to act more in accordance with its implications ([@R16]). A significant and unique aspect of EA is that both the self and external sources may be assigned varying degrees of EA in different domains. Ascribing high EA to oneself (i.e., self-epistemic authority---SEA) means that an individual believes in his/her own expertise or knowledgeability in a given domain ([@R8]). This self-source, similarly to external sources, may determine information processing, decision-making, and actions - the greater an individual's SEA in a given domain, the more certain they are about their knowledge or judgment in that domain and the less external information they will seek ([@R17]). Additionally, in the event of an inconsistency between the high SEA person and any other source of information relevant to the SEA domain, the person will tend to accept his/her own beliefs as more accurate and valid than those implied by the other source.

Although it may seem reasonable to assume that people\'s perception of their SEA reliably reflects their actual level of knowledge in the given domain, in fact, inconsistent findings have been reported across studies regarding the relationship between the actual level of knowledge and its perception. Some research demonstrates relatively low correlations between the actual knowledge and its perception in different domains ([@R21]). In some studies on confidence and test performance, individuals showed a tendency to be overconfident in their ability to provide correct answers (e.g., [@R24]). On the other hand, significant positive correlations between measures of these two knowledge constructs have been found in some studies, such as the correlation of .54 reported by Brucks ([@R5]) for objective and subjective knowledge of sewing machines or the correlation of .33 between the objective and subjective knowledge of birth control in the study by Radecki and Jaccard ([@R24]). These results suggest that, even though the actual extent of knowledge demonstrated by the individuals remains related to their - SEA, it explains a relatively low percent of variance in SEA, which indicates that SEA is also affected by factors other than actual knowledge. We suggest that the belief concerning one\'s own level of expertise (SEA) is influenced by the epistemic motivation affecting the extent and direction of the cognitive activity so as to produce a desired conclusion and grant it sufficient certainty.

**Epistemic Motivation as a Source of Self-Epistemic Authority**

A critical aspect of Kruglanski\'s ([@R15]) lay epistemic theory is the presumption of fundamental interdependence between the cognitive and motivational aspects of the knowledge formation/modification process. The initiation and termination of this process largely depends on the person's epistemic motivation. A central motivational construct in lay epistemic theory is the need for cognitive closure (NFC), which is defined as the need to have an answer on a given topic, as opposed to further ambiguity ([@R28]).

Need for cognitive closure represents a stable individual trait as well as a state-like characteristic. In its trait-like form, NFC has been described as a tendency to reduce discomfort experienced in the face of cognitive uncertainty through quick formulation of a hypothesis (seizing) and its rapid validation (epistemic freezing). Cognitive processes used by high-NFC individuals to reduce uncertainty are characterized by cognitive structuring, that is, they are category-based, nonsystematic, and heuristic. In contrast, low-NFC individuals prefer to reduce uncertainty by using piecemeal or individuation processes. Consequently, high NFC people tend to be more certain of their conclusions than low NFC people, because they are able to ignore information (epistemic freezing) that increases uncertainty, that is, schema-inconsistent information, and to direct attention toward schema-consistent information that increases certainty ([@R14]; [@R28]). Given the tendency of people to maintain positive perceptions of various important characteristics they possess ([@R11]), it can be assumed that higher NFC may lead to higher SEA by virtue of the high NFC individual's tendency to avoid information which may weaken their certainty in their preferred cognition. In contrast, lower NFC may result in a more accurate perception, and therefore, a closer relationship between SEA and level of objective knowledge.

However, the notion that high NFC predisposes people to use more simplified and effortless processing, implying that cognitive structuring is an automatic and easy default option, has been challenged by Bar-Tal ([@R0]; [@R3]; [@R14]). In his cognitive motivational model, Bar-Tal postulates that sometimes, cognitive structuring cannot be employed, even by persons with a high NFC. The fact that some people would like to reduce their uncertainty by means of cognitive structuring does not imply that they perceive themselves as able to do so. Similarly, the fact that some people favor reducing their uncertainty through a piecemeal, effortful epistemic process does not mean that they will perceive themselves as capable of doing so. Therefore, people may not act upon their epistemic need. The central concept in this model is the efficacy to fulfil the need for cognitive closure (EFNC). It is defined as the perceived ability to achieve certainty using the processes consistent with one's NFC. For high NFC persons, this means the efficacy to (a) avoid information that clashes with their existing knowledge and/or (b) cease validating their knowledge at an early stage of the process. For low NFC persons, it means the efficacy of systematic comprehension of all available information and a prolonged process of validation. However, those low EFNC individuals who doubt their ability to achieve certainty that way tend to use largely opposite methods. Therefore, there is a disordinal interaction effect between the NFC and EFNC on the person's epistemic behavior.

In other words, a positive relationship exists between NFC and cognitive structuring behaviors only under instances of high EFNC However, under low EFNC, the effect of NFC is opposite to that suggested by the lay epistemic theory. That is, for low EFNC individuals, there is a negative relationship between NFC and instances of cognitive structuring such as lower certainty, a longer process of information gathering, attention to inconsistent information, and less biased information processing ([@R0]; [@R3]; [@R4]; [@R14]).

Thus, a three-way interaction (knowledge × NFC × EFNC) between NFC and objective knowledge on the one hand, and the moderating effect of EFNC on the relationship between NFC and SEA on the other, can be hypothesized. Specifically, for low EFNC individuals, higher NFC will be related to a more positive correlation between objective knowledge and SEA, that is, a more accurate assessment. In contrast, for high EFNC individuals, higher NFC will be associated with a lower correlation between knowledge and SEA, that is, a less accurate and more biased perception of one's own knowledge.

The knowledge domain chosen for examination in the current study was health, where the role of SEA may be of particular importance. Whereas physician characteristics and recommendations are obvious factors likely to influence patients\' compliance behaviors, recent developments in the conceptualization of the reciprocal roles of physicians and patients also stress the characteristics of the patient ([@R19]). One of these characteristics may be the patient\'s SEA regarding health. Currently, patients may ascribe EA on health not only to physicians but to themselves as well, possibly as a consequence of the growing access to medical information, mainly on the Internet. Internet-based resources take various forms, including informational websites, online journals, textbooks, and social media. People are able to obtain substantial amounts of information in almost all health-related areas that interest them. Consequently, they may also develop a feeling of expertise in the health domain, which, in turn, may decrease their willingness to follow their caregivers\' recommendations ([@R27]).

Method {#S2}
======

**Participants and Procedure**

This study was conducted in Poland. Participants included 173 women and 170 men, aged 20--61 years, with a mean age of 35.29, *SD*= 10.96, and a mean number of years of schooling being 15.45, *SD* = 2.72. Six interviewers recruited participants on the street and in two academic institutions. Participants were asked the following question for screening: "Is your profession connected to health care (e.g., physician, nurse, paramedic, etc.)?" Respondents who indicated that they worked in a healthcare profession were excluded from the final sample.

People who agreed to take part in the study met the interviewer at home or in other convenient settings, such as a university classroom. After the study was described to the participants, informing them that participation was anonymous, voluntary, and could be withdrawn at any time, the participants' verbal consent was obtained. Participants agreeing to take part in the study completed the paper-and-pencil questionnaire individually.

**Measures**

*Health knowledge test.* A test consisting of 42 multiple choice items was created on the basis of a medical handbook for nonprofessionals ([@R10]), aiming to assess the participants' objective knowledge of various areas of medicine. Evidence of content-based validity was supported by use of a panel of six experts---surgeons, physicians specializing in internal medicine, and orthopedists. These experts reviewed the content of each item and confirmed items appropriate for the purpose of the test. Twelve of the questions were considered appropriate by fewer than four experts, and were omitted as a result. The final version of the Health Knowledge Questionnaire consisted of 30 items, in which respondents were asked to select the best possible option from a choice of three answers. Cronbach's α for the scores obtained using the 30-item measure was .72. The participants' level of knowledge was represented by the percent of correct answers (*M* = 72.28, *SD* = 14.33).

To ensure that the questionnaire was appropriately challenging, participants were asked to evaluate the items' difficulty on a scale from 1 to 7 (where 1 represented *completely not difficult* and 7 represented *very difficult*). The questionnaire was evaluated as slightly difficult (*M* = 4.61, *SD* = 1.28).

*Need for cognitive closure.* We used four of the five subscales of the 32-item Polish version ([@R13]) of Webster and Kruglanski's scale ([@R28]): Preference for order and structure in the environment, predictability of future contexts, affective discomfort occasioned by ambiguity, and closed-mindedness. We excluded the decisiveness subscale because it has been recognized as tapping efficacy to fulfil cognitive closure but not motivation ([@R26]). Respondents rated 27 items on a six-point scale (from 1---*completely disagree*, to 6---*completely agree*). The mean score of all items was 3.79, *SD* = .56. The higher the mean score, the higher the need for cognitive closure (Cronbach's α = .76).

*Self-epistemic authority in health.* To assess the extent to which participants perceived themselves as experts in health, we used a questionnaire developed and validated by Raviv, Bar-Tal, Raviv, Biran, and Sela ([@R25]). The questionnaire consisted of nine statements (e.g., \"I have much knowledge on health issues,\" \"My arguments in health-related issues are based on verified knowledge\"), each of which was answered on a six-point scale (from 1---*completely disagree*, to 6---*completely agree*). The mean score for all items was calculated (Cronbach's α = 0.79). The higher the mean score, the higher the evaluation of one's own knowledge in matters of health. The mean was 3.37, *SD* = .68.

Results {#S3}
=======

Table 1 presents the correlation matrix among the study variables. The table shows that only objective knowledge was significantly correlated with SEA.

We used a three-step hierarchical regression to examine the study hypotheses. In the first step, we introduced the three main effects. In the second step, we examined the three two-way interactions, and in the third step, we examined the effect of the three-way-interaction.

Table 1The Correlation Matrix

Table 2Regression Analysis of SEA Predictors

Table 2 shows that, in the first step, only objective knowledge achieved significance and in the second step, only the interaction between NFC and EFNC achieved significance.

To probe for significant interactions, we performed a moderation analysis using Process macro, Model 1, with NFC as an independent variable, EFNC as a moderator, SEA as a dependent variable, and objective knowledge as a covariate, with the option of Johnson -- Neyman technique ([@R9]; [@R23]). All simple slopes of the participants' SEA on NFC were calculated for each level of EFNC, with objective knowledge as a covariate. Table 3 shows that regression coefficients of the dependent variable on the participants' NFC increased linearly from the lower level of the participant's EFNC to the highest. Also, Table 3 shows that the regression line was significantly negative only from the lowest level of EFNC to the value of 2.31. It was significantly positive from 4.65 to 6.00. These results show that for low EFNC, NFC had a significant, negative effect on SEA, and for high EFNC, NFC had a significant, positive effect on SEA.

Discussion {#S4}
==========

The present study examined the factors which determine individuals' SEA in the health domain. It was based on the assumption that people's perception of their extent of knowledge is influenced not only by their actual knowledge, but also by cognitive structuring.The results confirmed that the level of the individuals' objective knowledge positively affected thier SEA. This is in line with literature regarding the relationship between objective and subjective knowledge ([@R5]; [@R6]; [@R12]; [@R24]). However, relative to other studies, the percent of explained variance was very low (less than 3%). In explaining the low covariation, it could be suggested that health is a domain in which people do not have much objective knowledge nor opportunity to establish a valid perception of their expertise. However, the relative mean of the objective knowledge, as well as the participants' judgement that the Health Knowledge Test was not too difficult, implies that the results cannot be explained by the participants' low knowledge or lack of experience within the health domain.

The low covariation between actual knowledge and SEA points to the possibility that the people's judgment of their own level of expertise is biased. This is consistent with the finding regarding the significant interaction between NFC and EFNC in its effect on people's SEA. The results show that, for high EFNC individuals, higher NFC was associated with higher SEA. In contrast, for low EFNC individuals, higher NFC was associated with lower SEA. That is, for high EFNC individuals, their level of NFC affected their level of SEA independent of their actual knowledge. It is possible to infer that higher NFC was associated with greater overestimations of the partcipiants' expertise and knowledge in the health domain. This relationship between NFC and biased thinking has often been demonstrated (for reviews, see: [@R16]; [@R18]; [@R29]). However, the negative slope of SEA on NFC in the case of low EFNC individuals (even if nonsignificant) is clearly inconsistent with the lay epistemic theory. In contrast, this effect is consistent with Bar-Tal's conceptualization of the cognitive motivational model and the empirical support for the disordinal interaction between NFC and EFNC on various manifestations of cognitive structuring ([@R1]; [@R2]; [@R7]; [@R14]; [@R22]).

Table 3Simple Slopes of Participants\' Self-Epistemic Authority on Participants\' Need for Cognitive Closure According to Their Efficacy to Fulfill the Need for Cognitive Closure

In the context of the present study, the negative slope of SEA on NFC for low EFNC individuals may indicate that low EFNC/high NFC individuals either (a) display a biased underestimation or (b) a less overconfident and more accurate judgement of their level of SEA. However, if the second possibility were to be correct, it would result in a significant three-way interaction, as explicated in the Introduction section. The fact that the interaction between NFC and EFNC did not moderate the effect of objective knowledge on SEA (a nonsignificant three-way interaction) rather indicates that the low EFNC/high NFC individuals tend to underestimate their level of expertise in the health domain regardless of their actual level of health knowledge.

This means that there are two independent sources of SEA, objective knowledge and a cognitive motivational epistemic process. In other words, people may perceive themselves as experts in two greatly different circumstances. In one, people perceive themselves as experts because they really are experienced and have the knowledge or the ability in a given domain. In the other, people tend to judge their level of expertise based on their epistemic motivations and their EFNC.

According to the lay epistemic theory, a high degree of EA conferred upon a source may effect a freezing on a given judgement. Based on the results of our study, future research should investigate if this freezing effect of epistemic authority involves both epistemic motivation as well as the efficacy to fulfill it.

Given the current study's conclusions and explanations, it should be acknowledged that that we have tested the cognitive-motivational sources of SEA only in a medical context. To overcome this limitation, future studies should also focus on other contexts, where people cannot form solid beliefs regarding their knowledge (e.g., the economic or political context).
